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MISSION STATEMENT 
To provide opportunities for information sharing between midwives and to 
promote the profession of midwifery and the need for appropriate legislation so 
that midwives in Newfoundland and Labrador are publicly funded to provide 
evidence-based midwifery care for childbearing families in this province. (2005) 
This Newsletter contains a summary of the AMNL general meeting on January 19, 2009. 
Also, some provincial happenings including extracts from the Hansard of the Minister of Health and 
Community Services' speech at the time of the repeal of the old Midwives Act on December 8, 2008. 
Notes from the CAM conference and annual general meeting are also in this Newsletter. 
There could be information important to you if you wish to Practice as a midwife after 
legislation is introduced. 
An endeavour is being made to write the history of midwifery in Canada (see the CAM 
conference notes). Pearl would like to hear from those able to share information about the Atlantic 
Midwives Association, and the early days of the NLMA (which became the AMNL), photos (paper 
or jpg) of the visit of Margaret Myles, and others, and the 1994 CCM conference in St. John's. 
People still talk about the lobster boil at Sharon Ransom's house. Please pass this message on to past 
members. 
AMNL membership fees for 2009 are now due. A membership form for 2009 is at the back 
of this Newsletter. If you know of any midwives, or others, who may be interested in joining for just 
$20.00, please give them an application form. If they wish to join the Canadian Association of 
Midwives (CAM) they need to add $55.00, for a total of$75.00. 
The Newsletter editor welcomes midwifery news items. Those who submit items are 
responsible for obtaining permission to publish in our Newsletter. The Editor does not accept this 
responsibility. Items for the next Newsletter should be submitted by the end of February. Reports of 
meetings and conferences related to maternity/obstetric care would be welcomed. 
Pearl Herbert, Editor, (pherbert@mun.ca) 
AMNL Annual General Meeting, 
Monday' April13, 2009 at 4:00 p.m. (Island time) Tentative. 
In St. John's the conference call will be taken at Telemedicine/PDCS, HSC. 
Executive Committee 
President: Karene Tweedie, CNS, Rm.1 017, Southcott Hall, 100 Forest Road, St. John's, NL, AlE 
1E5 
Secretary: Karene Tweedie 
Treasurer: Pamela Browne 
CAM representative: Kay Matthews 
Minute Recorder: Susan Felsberg 
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Past President: Kay Matthews 
Newsletter Editor: Pearl Herbert 
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Summary of the General Meetin& held January 19,2009. 
There were six members present and once again there was nobody present from St. Anthony. 
Are these four midwives interested in being part of the future of midwifery in this province? Last 
summer there was a letter writing campaign, as has been reported previously. In October Karene 
Tweedie, the president, received a letter from the Acting Deputy Minister of Health and Community 
Services stating, " I am pleased to advise you that this Fall we have assigned a high priority to this 
project (midwifery)with the phase of legislative research and analysis commencing in early October." 
Also, in October the President of the Provincial Advisory Council on the Status of Women 
Newfoundland and Labrador met with the Minister of Health and Community Services and was told 
that the Government is "moving ahead" with a Health Disciplines Act (i.e., umbrella legislation). 
The P ACSW supports midwifery. The president has just advised that she will be resigning when her 
term finishes at the end of March. http://www.pacsw.ca/iss-midwife.html 
The report of the CAM conference is elsewhere in this newsletter. Also, items regarding 
meeting midwifery qualifications in Canada are in the CMRC section. Kay Matthews, CAM 
representative, reported that a committee is investigating the possibilities of RMs fast-tracking to 
become RNs and vice versa. There are locations where both midwifery and nursing qualifications are 
required. 
A Doula collective has been established with a website and pamphlets are being developed. 
The group has partnered with the Association of New Canadians, and is also trying to partner with 
Daybreak and/or Brighter Futures and their Healthy Baby Club. At the Health Sciences 
Centre/ Janeway Hospital a policy change now permits a Doula as well as two support people to be 
present in the case room. (Previously a Doula was counted as one of the support people.) It is hoped 
that Eastern Health will develop guidelines for Doulas similar to those in effect in other provinces, 
such as Saskatchewan. There is Inuit interest in Doulas in Labrador. 
The old Midwives Act was repealed in December, see separate item in this newsletter. The 
Minister mentions 2009 as a possibility for midwifery legislation- a year from December 2008! 
Legislation is to protect the public by setting basic standards for knowledge and skills across the 
province. Without legislation there are no requirements for professional updating and no mandatory 
requirements, or legal way, of checking the qualifications of midwives. Also, an unregulated 
professional is unable to obtain liability insurance. 
Karene sent Christmas cards on behalf of AMNL to some supporters and to CAM. 
Government of Newfoundland and Labrador 
In December 2008 the Government repealed the Midwives Act that initially came into effect 
in 1920, then revised in the 1930s. The Boards required to provide licenses so that midwives could 
practice have not been in place since 1963. With Confederation the Midwives Act was moved to the 
province and has routinely been reprinted every few years. On December I , 2008, the process was 
started by the provincial government to have this Act repealed. The second reading was on 
December 8 and the final reading was December 17. The Royal Assent was given the following day. 
This Act had applied to ' Direct Entry' midwives. These midwives had graduated from one of the 
programs available such as the Midwives Club which provided lectures by physicians, or the S.A. 
Grace Maternity Hospital (which later in 1929 became the S.A. Grace General Hospital) where 
women took a 18-month midwifery and paediatric program. These women were not nurses, and the 
School of Nursing did not start until 1929. In 1934 Leonard Miller, the Minister of Health, stopped 
financial support for this program. Midwives had to pass an examination to qualify for registration 
" 
and they had to regularly renew their license. See the appendix of: Benoit, C. (1991). Midwives in 
passage. St. John's: ISER, Memorial University of Newfoundland. 
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The following extracts are from the Hansard report of the Government of Newfoundland and 
Labrador for December 8, 2008; 
http://www .assembly .nl.ca/businesslhansard/ ga46session I /08-12-08 .htm 
MR. WISEMAN: Thank you, Mr. Speaker. I just want to be able to speak to the issue of raising Bill 
56, and there have been some questions raised in the House of Assembly. Today, for example, during 
Question Period there were some questions raised by the Leader of the Opposition around the 
midwifery bill, Bill 56, and why we were repealing it before we introduced new legislation. There 
were some questions around the practice of midwifery. 
The practice of midwifery and discussions around the regulation of it has been a topic of some 
discussion for quite some time in Newfoundland and Labrador, Mr. Speaker, and some of it dates 
back to probably the mid-nineties, when there was fairly intense campaign to lobby the government 
of the day to enact legislation to govern midwifery in the Province ofNewfoundland and Labrador. I 
want to make some comments, Mr. Speaker, around midwifery and the practice of midwifery, but I 
really want to put this bill into some context so there is not a misunderstanding of what it is we are 
trying to do here. 
Fundamentally, Mr. Speaker, Bill 56 is an act to repeal the midwifery act as it now exists. So, in 
understanding why we are introducing this bill here to repeal an act, you need to understand the act 
that currently sits on the books in Newfoundland and Labrador. Mr. Speaker, the current legislation 
in this Province, the act as it sits today, referred to as the Midwifery Act, was an act that was created 
back in the early 1950s (sic) .... The legislation that is currently on the books does not do anything 
at all, I say, Mr. Speaker. In fact, a part of the legislation that is in existence now calls for the 
creation of a board and that board has not been in existence for over thirty years. 
Repealing the legislation as it sits today is not an affront to midwifery, it is not an affront to those 
who have chosen this as a profession, nor is it a reflection at all of our government's commitment, 
1 our government's intent and our desire, to create legislation to govern the profession of midwifery in 
this Province. Just to the contrary, I say, Mr. Speaker. We need to understand the manner in which 
midwifery has evolved over time here. 
Now, the other thing I think is really important to understand here, Mr. Speaker, as we start talking 
about the practice of midwifery and what it is our government is intending to do - we have been 
fairly clear, Mr. Speaker, in our commitment to look at creating legislation to govern midwives in 
this Province as a part of a larger piece of legislation dealing with a variety of health disciplines. 
It is our intent to create an umbrella piece of legislation that will cover off a range of disciplines. 
This is not intended to be an all-encompassing list, but to give you, Mr. Speaker, some sense, and to 
give members of this House some sense, of others who may be governed by this particular piece of 
legislation. In this Province today, lab technologists are not a regulated discipline. Speech-language 
pathologists are not. Midwives are not. There are a number of disciplines in the Province that we 
want to move towards a process of creating a legislative framework for which the practice- I think 
that becomes extremely important, I say, Mr. Speaker, and it is our intent to have midwives included 
in that particular piece. 
In fact, I said earlier that the activity around midwives and the discussion around midwives and the 
regulation of them in this Province goes back to the mid-1990s. It evolved to a point where, back in I 
think early 2000 or 2001 sometime, there was a committee that was put in place to make some 
recommendations to the then minister. I believe it was a former administration in 2001 or 2002, 
around that time. The minister of that day decided that the creation of legislation to regulate the 
practice of midwifery was appropriately done through a piece of umbrella legislation like I am 
suggesting here, like I am proposing that our government would do .... 
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One of the things that is different, I say, Mr. Speaker, the difference between now and 2001-2002, is 
that now, in my role and my capacity today as· the Minister of Health and Community Services, I 
have directed my officials in my department some time ago to start a process in drafting the : 
legislation, do the necessary research that was required, and start putting in place a policy 
framework, an appropriate legislative framework, that would be necessary for us to bring this 
legislation to the Legislature sometime in 2009. That is our commitment, Mr. Speaker, and that is the 
kind of time frame that we are talking about. . . . 
Our motivation here in wanting to create legislation to govern midwives, has nothing to do with the 
supply and demand of physicians, nothing to do with the supply and demand of nurses in this 
Province, I say, Mr. Speaker. They are separate and apart from that. The practice of midwifery in 
this country is autonomous from nursing and autonomous from physician practice. I say, Mr. 
Speaker, fundamentally we need to look at midwives as an autonomous body. They have their own 
educational program in a variety of universities throughout Canada, they have a four or five year 
degree program that they will complete and they will be a part of a team. 
Jurisdictions such as ours, and other jurisdictions around the country, inasmuch as midwives will be 
involved in the delivery, low-risk delivery, of babies in this Province, you do not put them in place in 
response to a shortage of nurses or a shortage of physicians. 
The other question that has risen around the practice of midwifery in this Province is: well, we are 
doing it in Labrador, so why don't we just do it again on the Island portion of the Province? I want to 
point out, Mr. Speaker, that in Labrador we have a very different arrangement. In Labrador there are 
about ten individuals who are practicing as midwives there now, but these individuals are practicing 
as an extension of their licence as a nurse. These individuals are registered with the ARNN. They 
have a licence to practice nursing in this Province and they are governed by that legislation. In order 
for them to practice as midwives in Labrador they first had to be a nurse. That had to be registered, 
eligible for registration and become registered with the ARNN which gives them a licence to practice 
nursing in the Province. They can go anywhere in Newfoundland and Labrador to practice their 
chosen profession of being a nurse. 
However, through a special arrangement with the ARNN, as I understand it- I was not around when 
this happened but as I understand it there was an arrangement between the Newfoundland and 
Labrador Medical Association and the Association of Registered Nurses in Newfoundland and 
Labrador, that they came to an understanding of how nurses who held this special licence and would 
have these credentials and advanced training would be able to practice midwifery within a 
geographic location as defined in Labrador. The midwives in Labrador are different again from the 
conversation we are having here and they are again different from what will be the subject of the new 
legislation. 
We envisage under the new legislation midwifery being an autonomous profession, separate and 
apart from nursing. In other words, in the future midwives in this Province will not have to first 
make an application to the ARNN to become a part of that association and hold a licence to practice 
nursing in this Province, but rather through this special legislation they will make application to 
become registered as a midwife in this Province, an autonomous profession practicing with a set 
of guidelines that will define their scope of practice and define through regulation how they 
will be a part of a health care team; how they will use technology, for example, the kind of criteria 
that may require them to bring other individuals into the process in the event of a high risk pregnancy 
or some complication that may arise that may require a different skill set than they may bring. There 
J 
will be a set of regulations like that, Mr. Speaker, but fundamentally they will be an autonomous 
body. They will not be nurses first and midwives second. They will not be midwives as an add-on 
to being a nurse like we had the circumstance in Labrador .... 
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I want to make abundantly clear that no one in this House, members opposite or people in the general 
public, or any individual who have been actively involved in this discussion in recent years to 
somehow or other connect our repealing of a piece of legislation today that happens to be called the 
midwifery act, connecting that in any fashion and suggesting in any fashion that that means that this 
government is less committed to establishing legislation to govern midwives or that it is not our 
intent to follow through on a commitment that I had made earlier or that we, in some way, do not 
understand or do not agree with or not committed to introducing midwives in this Province as being 
a part of our team to provide quality safe patient care to individuals who want to have a choice. 
If you look at the practice of midwifery, it is about having choices. It is about the role they play in, 
not only in the delivery piece because we tend to talk about midwives primarily. This might be a 
throwback in this Province to what I was describing of fifty or sixty years ago: midwives showed up 
to deliver. Midwives of today are very actively involved in the education, they are actively 
involved in family planning, involved in the education process throughout the pregnancy, 
working with the individual, the mother-to-be, the lady who is pregnant, but also very closely 
with the family and understanding what is about to take place in the birth, the introduction of a new 
person into that home, and will work clearly with the family after the baby is born, which are 
very critical components of the entire continuum of care to be provided. 
An interesting statistic I read the other day with respect to the impact that midwives have, and we 
were talking about - the topic of conversation was not about midwives, it was about breastfeeding, 
but in the course of that conversation the point was made that those individuals who had the 
support of a midwife throughout their pregnancy and through the delivery were more apt to 
breastfeed than those who were not. So I say, Mr. Speaker, there are well-recognized and 
well-documented benefits to having midwives practice in the - as part of a team, providing 
services to the people of Newfoundland and Labrador. The birth rates in this Province - this 
question has arisen as well, because birth rates in the Province have dropped in recent years. I think 
last year we had some 4,300, a little over 4,300 deliveries in Newfoundland and Labrador. The 
previous year we had just a little over 4,400, and if you go back ten, fifteen, twenty years, the 
numbers were even greater still. 
So we are witnessing a decline in the birth rates in Newfoundland and Labrador. Some have raised 
the question: Well, why would you want to bring midwives into the picture now when you have a 
declining birth rate? That is a fair question, I say, Mr. Speaker, but it goes back to an answer I 
provided and a comment I made a few moments ago in the introduction of midwives into the 
Newfoundland scene. It is not a question of whether or not we have enough doctors or do not have 
enough doctors, whether or not we have enough nurses or do not have enough nurses, and whether or 
not we have enough deliveries or do not have enough deliveries. This is a part of giving women a 
choice, giving families a choice, because I think one of the things we recognize, and it is 
well-documented, is that midwives do provide a valuable service. They have been - research has 
clearly demonstrated that in areas where they have been well utilized, there has been positive 
response from the family members, positive outcomes and it starts a process, I say, Mr. Speaker, it 
starts a process in the early development of the child .... 
The introduction of midwives as part of a team of individuals providing supports through that 
pregnancy, through the delivery, and the period that follows, the whole process of evolvement of 
midwives in the provision of services is not just about the actual delivery, Mr. Speaker. Much time 
« t 
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has actually passed by the time the delivery has occurred, much time has passed where the midwife 
has already been actively involved with the mother to be and with the family. After delivery is over 
again the midwife is there for the continued support. 
One of the other things too, Mr. Speaker, we tend to think about midwives- I think it is probably 
because of our history and how midwives have evolved in Newfoundland and Labrador - we tend to 
think about midwives as going to the home and delivering. We have midwives throughout Canada 
practicing in a variety of settings. Yes, they may visit the homes, but some of them are working in 
clinics and some of them are working in hospitals. They have become very much a part of a team 
approach providing pre and post-natal care, I say, Mr. Speaker. They will become, and are becoming, 
a critical part of the health care team in providing supports and services .... 
Simply put, Mr. Speaker, we are repealing this act today because it has absolutely zero value, it 
applies to no one in this Province, and no one at all is being disadvantaged because we are repealing 
it. What is important to recognize, Mr. Speaker, what is really important to recognize with respect to 
midwives in this Province, is that we have made a commitment as a government, I have given an 
undertaking in this House, as a minister, to engage my staff in our department to develop the 
necessary legislation and the policy framework that will allow us to come back into this House 
next year and we will introduce a bill- whether it will be called the Midwifery Act or it will be 
called something else, it will have another title - but clearly, Mr. Speaker, what it will do, it will 
regulate midwives and their practice in this Province. It will recognize them as an autonomous 
profession. It will recognize them for their independence or practice. It will recognize them because 
of the level of education that they have. It will recognize them as a part of a health care team. It will 
recognize them as an integral part of post and prenatal care in this Province, and it will recognize, I 
think, Mr. Speaker, and acknowledge our government's commitment to introduce midwives as a 
self-governing and autonomous profession within Newfoundland and Labrador. 
I look forward, or some of my colleagues may stand in this House next year, maybe around this 
time, and instead of repealing legislation that has no teeth at all we will be introducing some ground 
breaking legislation for this Province as we introduce a new umbrella piece of legislation dealing 
with a variety of health disciplines- one of which, Mr. Speaker, will be the practice of 
midwifery. We look forward to working with the provincial association in consultation as we 
develop this particular piece of legislation and I would be remiss, Mr. Speaker, if I took a half-hour 
of the public's time here today to talk about this significant initiative of government that we are 
undertaking without acknowledging the contribution already made by this Newfoundland and 
Labrador Association of Midwives (sic), in their efforts dating back to the early 1990s to raise the 
awareness, to create a better public understanding of the role and practice of midwifery and to talk to 
not only our government but to have lobbied previous governments and previous Administrations in 
moving this agenda forward. 
Clearly, Mr. Speaker, I do want to take advantage of this opportunity today to thank them for their 
efforts and the work that they have done and look forward to, in the next coming months, 
having some further discussions with them as we refine our legislation, refine our regulations 
with respect to the practice of midwifery in the Province. 
Without any further comment, Mr. Speaker, I look forward to members opposite raising any points 
or issues, and at the close of debate I will get an opportunity to no doubt clarify for them some issues 
that they may raise, and put into perspective for the people of Newfoundland and Labrador clearly 
what we are intending to do as a government with respect to the practice of midwifery in 
Newfoundland and Labrador. 
[emphasis added]. 
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A CAM Conference in St. John's? 
At a social event it was suggested that perhaps Newfoundland could be the location for a 
CAM conference. In 1994 a Canadian Confederation of Midwives (which evolved into CAM) 
conference was held in St. John's. However, at present this does not seem possible as there are so 
few AMNL members in St. John's. We have been told that it is best to have at least 12 people 
making the arrangements although the main CAM office does give much support and manages items 
such as sponsor exhibits. The planning of the conference is done by CAM with a local contact person 
and someone from the local midwives association on the program committee. CAM and the local 
group check with key people to get ideas for program topics. The local midwives association is 
responsible for local logistics, negotiations with the hotel venue, hosting a social event, inviting local 
researchers and experts as speakers. The planning would be for about 250 participants for a Fall 
conference. The rooms needed include a plenary room that holds 250, 4 concurrent breakout rooms, 
and several rooms for meetings of the regulators, educators and CAM board, an Aboriginal 
gathering, pre-conference workshops. In St. John's we could manage the accommodation 
requirements but we do not have the people to help with the planning. 
CAM 8th Annual Conference "Sa~:es-femmes: Presence & Leadership", Quebec City, 
November 12-14,2008 from Pearl Herbert's notes. 
The CAM Annual General Meeting was held on Wednesday afternoon, and the reports 
from the representatives are summarised in the section about Some Happenings Around the Country. 
It was during this meeting that Pearl was presented with the "CAM Honorary Award 2008". The new 
National Aboriginal Council of Midwives was welcomed and in the appropriate places the phrase 
was added to the CAM Bylaws. Such as: 
"The name of the corporation is the Canadian Association of Midwives/ Association 
canadienne des sages-femmes ("CAM/ACSF") hereinafter referred to as "CAM". CAM is the 
professional organization that represents individual midwives, provincial/territorial 
midwifery associations, the National Aboriginal Council of Midwives ("NACM") and the 
profession of midwifery in Canada." 
History. After the meeting it was suggested that a history of the Canadian Confederation of 
Midwives (CCM) and Canadian Association of Midwives (CAM) be written. [Currently Carol 
Cameron (BC), Kim Campbell (BC), Betsy Dolin (MB), Pearl Herbert (NL), Bridget Lynch (ICM), 
Alison Rice (BC), and Joanna Zuk (ON) are getting this organized.] 
Opening. The conference and exhibits commenced on Wednesday evening with welcomes from 
Kerstin Martin, CAM President, Celine Lemay, RSFQ President, and Bridget Lynch, ICM President. 
Mechthild Gross RM gave the plenary session and spoke about Normal Birth Research. (These days 
normal birth is of international interest with position statements being developed for example by 
CAM, SOGC, and the consensus statement ofRCM, RCOG, NCT.) The evening session fmished 
with Katsi Cook, an aboriginal midwife, speaking, beating the drum and singing to get people 
focused on the conference. There was then a reception for those present. 
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MES. Thursday morning started with Beverley O'Brien RM speaking about some findings from the 
Canadian Perinatal Surveillance System (CPSS) Maternity Experiences Survey (MES). The final 
report is due to be released in March 2009. The number of women reporting who received care from 
midwives was low, but when midwives had provided the care the outcome was good. The women 
receiving care from midwives were more satisfied than those receiving care from other professionals. 
Quebec. Celine Lemay SF, Emmanuelle Hebert SF, and Isabelle Brabant SF spoke about the history 
of midwifery in Quebec. Vicki Van Wagner spoke about the Inuulitsivik midwifery service. (See this 
information in the "Some Happenings" section.) The analyses of data are hindered due to the 
inconsistent methods of collecting data by the various sites. 
Vania Jimenez MD was instrumental in opening a "La Maison Bleue" in Montreal. This is 
staffed by various disciplines and is visited by those with emotional problems, including women who 
are pregnant. The main reason why young people drop out of school is because of depression. 
Pierre Levesque MD spoke on "What is a Baby Exactly? Who is this being, Fruit of Love and 
Who still seems so enigmatic to us". He discussed the baby as an immature human who cannot 
control functions as the neurons are not working. A baby needs to be fed, held and carried. He took 
an evolutionary theory to illustrate development and the effect that culture has on child care. 
VBAC. Dr. Emmanuel Bujold, obstetrician, spoke about "Vaginal birth after cesarean section 
(VBAC)". He said that good research including a large number of subjects having VBAC, is lacking. 
In the 1980s many women had VBAC because the surgical lists for repeat cesarean sections were too 
long. These mothers and babies did well. In the 1990s fewer births and it was known that cesarean 
sections give good results. So, instead of taking risks with VBAC the doctors said that uterine 
ruptures could not be prevented and they did not want to face being sued. In the 2000s mothers are 
being advised to have a VBAC without considering research findings. Time is not taken to sit with 
the mothers early in pregnancy to discuss the complications of cesarean sections. Women are not told 
that there is no way of knowing which is best, cesarean section or VBAC. Maternal cesarean section 
rates of mortality and morbidity are low but the.risks include hemorrhage, hysterectomy, infection, 
hematoma, anesthetic complications, and the long term effects are unknown. The baby may have 
respiratory problems. Interventions that lead to cesarean section should be avoided. Out of 1 ,000 
mothers having VBAC there were four ruptures. An ultrasound of the uterus showing scar tissue to 
be more than 2.5 em thick had good results. Dr. Bujold is starting a study in January. 
[Liu et al., CPSS. (2007, February 13). Maternal mortality and severe morbidity associated with low-
risk planned cesarean delivery versus planned vaginal delivery at term. CMAJ, 176( 4), 455. 
An opposing view: Landon et al. (2004, December 16). Maternal and perinatal outcomes associated 
with a trial of labor after prior cesarean delivery. The New England Journal of Medicine, 351 (25), 
2581-2589.] 
Liz Darling RM also spoke about "Birth Outcomes of Women with a History of Cesarean 
Section: A descriptive study of clients of Ontario midwives". 
Helene Vadeboncoeur PhD spoke on "Vaginal Birth after Caesarean Section (VBAC): Is this 
a matter that falls within the scope of Midwifery Practice?" She has written a book using her 
research ofVBACs. 
Elizabeth Allemang RM, gave a talk on "The Midwife Witch on Trial: Historical Fact or 
Myth?" Various historical accounts report that midwives were accused of being witches. Church 
documents, such as The Bull Summis Desiderantes, 1484 and the Hammer of Witches [Malleus 
malificarum], 1486led to midwives being persecuted. The medical profession took advantage of this 
in promoting medicine and demoting these women healers. 
• • ' -
[Ehrenreich, B., & English, D. (1973). Witches, midwives and nurses. A history of women healers. 
Old Westbury, NY: Feminist Press. If the book is Googled and the feminist press site visited it will 
be seen that several pages from the book have been reproduced.] 
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Elaine Carty RM spoke about her interest in "Artist's Images of Pregnancy and the Birth 
Room". She has visited art galleries in various countries. Art can take one to deeper places where the 
normal language does not suffice. It offers a way to explore the richness and complexity of human 
experiences and draws on the imagination and emotions. At Yale University, half of a medical 
school class went to the art gallery to view pictures of certain medical conditions while the other half 
had a routine lecture. Those who went to the art gallery could describe conditions better than those 
who stayed in the classroom. Art has provided a record of how women and childbearing, parenthood 
and midwifery, have been viewed over the centuries. Elaine had a sample of 14th to 20th century 
images taken from western art, showing pregnancy and the birth room. 
HPV Abby Lippman, PhD spoke on "School-based HPV Vaccination Programs and the Marketing 
of Health Policies". The HPV vaccine is being advocated for all young girls by fear advertising. The 
makers of the vaccine have carried out the studies and provide information to the politicians. There 
is no information regarding the long term effect of the vaccine. The use of the vaccine was approved 
by the Finance Minister in March 2007 with the decision to allocate $300 million to the provinces 
for the purchase of Gardasil. The HPV infections, cervical cancer, and the appropriateness of the 
vaccine Gardasil are not clearly defined. There are several different HPV viruses and the vaccines 
being offered may not be appropriate for that location. In the north and in Manitoba there are 
different viruses to those elsewhere in the country. Some vaccines are cheaper but only cover two 
types of viruses while the more expensive ones are against four types of viruses. The immune status 
is more effected by poor nutrition. Dr. Lippman said that money should be spent on health education 
and pap smears. 
Education. Kim Campbell RM spoke about "The Role of Technology in· Clinical Teaching: Using a 
Birth Simulator to Enhance Effective Interdisciplinary Teamwork and Introducing the UBC Online 
Virtual Lab." Risk management programs recommend practice for rarely occurring events in 
interdisciplinary learner setting. In the simulation lab the midwifery, medical and nursing students 
use a computerized life-size simulator mannequin, Noelle S565, to facilitate response to both normal 
and emergency obstetrical events. Blood pressure readings, FHR monitoring and other readings are 
controlled by a computer. There is a videotaped feedback and the students are given a debriefing. 
Noelle is a high fidelity interactive female which costs about $34,000. There is a virtual midwifery 
lab for students who are with a preceptor, often a great distance from the office. The students can 
access multimedia resources through the UBC Midwifery Lab accessible through a high speed 
internet connection. 
[After this there was an informal discussion about a practice item being patented that a student 
developed. Originally a large pair of mens trousers had the crotch cut out and a ' uterus; was made. 
The wearer put their hands in the pockets of the trousers and maneuvered a doll down through the 
cut out part of the trousers. The wearer controlled the doll's descent, position and presentation.] 
A group of midwifery students spoke about the "Midwifery Education in Quebec" at the 
University of Quebec in Trois-Rivieres. They represented the four years of the progrart).. The first 
year is spent on campus but during the second and third years they have to move around. They spend 
time at birth centres, hospitals and in the community. There are many experiences available but it is 
demanding, and 30% of students drop-out. There are time restraints, juggling work and study, and 
often separation from their family. 
• ll 
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Europe. On Friday there were presentations from European midwives. Evelyne Mathieu SF and 
Benedicte de Thysebaert SF spoke about midwifery in Belgium. They are members of the European 
Midwives Association. In 1991 a new law enabled a change to midwife from birth attendant. In 1999 
there was a national council of birth attendants and in 2007 the term 'midwife' could be used. 
Birthing centres were requested. There are now nine birthing centres. Although there is no legal 
framework to support birthing centres they are not illegal. The midwives have to do everything as 
there is no clerical help. They work at the hospital part time and are relieved by a colleague when 
there is somebody in labour. 
"They did not know it was impossible, so they did it" (Mark Twain). 
Friederike zu Sayn-Wittgenstein PhD spoke on "Midwifery and Out-of-Hospital Births in 
Germany: Attitudes of Continuity of Care and Women-Centered Care". In Germany a midwife 
attends every birth, and can work autonomously and be self-employed. More than 98% of births 
occur in hospital where the majority of midwives work, and 29.3% of births are by cesarean sections. 
In 1997 there was a reform of the fee structure for midwives with improved payment for out of 
hospital births. There are 1.3% to 1.8% planned out ofhospital births. Of these births 47.2% occur in 
the home and 43.2% at birth centres. 
Germany is a quarter of the size of Quebec. Research was carried out in Lower Saxony using 
semi structured interviews with 15 midwives and 30 women who had a home birth. Midwives attend 
between 10 and 50 births a year and have an average of 10.3 years of work experience. They care for 
women throughout pregnancy, birth and the postnatal period until eight weeks after birth. Midwives 
regard women-centered care, continuity of care as well as the process of care, as the key factors of 
high quality care. Care is coordinated and planned interdependently, and if required the woman may 
have an ultrasound. Midwives set the rules, and the women know that if they are unable to contact 
the midwife it may be because she is at another birth. 
Midwifery in Germany was further discussed in a concurrent session "Exploring the First 
Midwife-led unit in Germany- Women's Views on the care they received". 
Andrew Symon RM from Dundee, Scotland, presented the research on "A Matched 
Comparison of Birth Outcomes for Independent Midwife-Supervised Births and Births in the NHS". 
A minority of pregnant women choose to employ an independent midwife (IM). As there was not 
any comparable evidence about birth outcomes the researchers matched the 2002-2005 IM data set 
with NHS mothers, on age, parity, year of birth, and socioeconomic status, providing a total of8676 
mothers. Home births were 66% ofiM and 0.4% ofNHS mothers. SVD for those with IM were 
77.0%, spontaneous start of labour 97%, pharmacological analgesia use 40%, compared to NHS 
mothers of SVD 54.3%, spontaneous start of labour 75%, and analgesia 61%. 
IM mothers were more likely to experience a stillbirth or neonatal death 1.4% to 0.6%. 'Outcomes 
for 1M-attended mothers were better across a range of variables. While these mothers had higher 
rates for poor previous obstetric history, this did not account for the higher perinatal mortality rates. 
Birth choices for pregnant women require accurate relevant information about risks and outcomes.' 
Prizes were given to those who made the best posters. Bev O'Brien and midwives from 
Nunavut won first prize (books from the Mosby exhibit) for their poster on midwifery in Nunavut. 
Exhibits varied from items for midwifery practice, to jewelry and pottery, to baby clothes and a 
demonstration of how Cree mothers bundle a baby to carry in a leather bag. One helped themselves 
to a variety of food for breakfast and lunch. On Thursday evening many preceded to a social event of 
"Gourmet pleasure" at Saint-Amour Restaurant with a short walking tour of old Quebec City. 
The CAM conference November 4-7, 2009 will be in Winnipeg. New Brunswick has 
requested to host the 2010 conference, but nothing defmite has been decided. 
• • 
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Some HappeniDKS Around the Country (CAM Annual Report 2008) 
British Columbia 
Lack of familiarity with midwifery practice has resulted in barriers for midwives to gain 
hospital privileges when moving into a new location. As there is a shortage of midwives there is an 
interest in sharing call with family physicians, however the mechanism for funding remains a 
dilemma. The University of British Columbia and Mount Royal College are starting a pilot 
Midwifery Bridging Project. Initially this is for western Canada. There are about 125 practicing 
midwives. [Midwifery legislation came into effect in 1998 with 29 midwives.] 
Alberta 
11 
In September 2008, midwives learnt from the media that their request was being granted and 
midwifery was to be publicly funded. Midwifery practice now mandates that the equipment that 
midwives carry includes laryngoscopes, umbilical vein catheterization kits, and a mechanical 
suction. There are 32 practicing registered midwives and 14 student midwives. They handle 1% to 
2% of births of which a large number are home births. 
[Midwifery legislation came into effect in 1998 with 22 midwives.] 
Saskatchewan 
A Transitional Council manages the affairs of the Saskatchewan College of Midwives until 
there are a sufficient number of midwives. Midwives are employed by Health Regions. In future 
foreign prepared midwives will be assessed and examined by accessing the multi-jurisdictional 
Bridging Programs, as jurisdictions discontinue the PLEA assessment. There are three licensed 
midwives, four waiting to be licensed and six midwifery students. 
[Midwifery legislation was completely implemented in 2008 with 3 midwives.] 
Manitoba 
Midwives are employed by different Regional Health Authorities in a variety of clinical 
settings, in diverse locations, across the province. These locations include inner city, rural, on a 
reserve. The four-year Aboriginal Midwifery baccalaureate degree program was launched in 
September 2006 and is currently being delivered in The Pas and Norway House. The University 
College of the North, in partnership with Manitoba Health and Health Canada is in the final stages of 
developing an international Midwifery Bridging Program. 
There are about 30 practicing midwives attending about 5% of the births in the province. At 
least 50% of women receiving midwifery care are under served by the health care system. 
[Midwifery legislation came into effect in 2000 with 11 midwives.] 
Ontario 
The majority of midwives in Ontario are fully integrated into the hospitals where they work. 
The Association of Ontario Midwives (AOM) is working with the Ontario Hospital Association to 
revise the midwifery hospital integration manual and to organize a conference, in March 2009, for 
senior level hospital administrators and leaders regarding the integration of midwives. Ten hospital 
sites in the province have been identified as sites where midwives face restrictions in optimizing 
their role. In some communities there is a need to engage in new ways of working inter-
professionally. This year the AOM released a position paper on midwives and inter-professional care 
(IPC) which recognizes the potential of IPC initiatives to meet the needs of diverse communities and 
• 
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makes specific recommendations that will enable IPC. In response to member concerns and 
community need, the AOM set up working groups to examine the issues facing rural and remote 
midwives across the province. The work of these groups will provide input into policy work and the 
current negotiations process. 
Research by Eileen Hutton using data from the Ontario Midwifery Database, where she 
matched 6,500 planned home births with the same number of hospital births. Findings were that the 
home birth group had a decrease in serious maternal morbidity and had fewer obstetrical 
interventions, including a 3% decrease in cesarean section rates. There was no increase in perinatal 
or neonatal morbidity or mortality with babies born at home. 
Midwifery education degree programs are at McMaster University, Laurentien University, 
and Ryerson University. The International Midwifery Pre-Registration Program is offered at Ryerson 
University. There are about 450 registered midwives attending about 8% of births in the province. 
[Midwifery legislation came into effect in 1994 with 60 midwives.] 
Quebec 
The pilot project that involved birth centres affiliated with community health centres, was 
approved in 1991 and started in 1994. Legislation of midwifery practice occurred in 1999. In 2005 
midwives were allowed to attend home births. There are 11 midwifery practices and the government 
plans to set up 13 new birth centres and to promote midwifery services to women living in 
vulnerable circumstances. Midwifery is fully funded. Midwives are employed by Health and Social 
Services. Midwives do not have hospital privileges. An agreement between a hospital and Health 
and Social Services allows midwives to use the hospital premises and equipment when they are 
accompanying a woman who has chosen a hospital birth. 
In 1999 a four-year midwifery education program started at the University of Quebec in 
Trois Rivieres (UQTR). The Quebec Order of Midwives has a Midwifery Bridging Program at 
UQTR. There are 101 midwives and they attend 1.6% of births. 
[Midwifery legislation came into effect in 1999 with 50 midwives.] 
Nunavik- Northern Quebec 
Nunavik's Inuulitsivik midwifery service has been providing complete perinatal services in 
Inuktitut to the communities of the Hudson Bay region since October 1986. Three maternity centres 
serve seven villages. Midwives follow 100% of pregnant women who have about 200 births a year. 
The cesarean section rate has ranged between 1. 7% and 2.4% since the practice began. The transfer 
rate ranges from 8% to 14%. Vicki Van Wagner spoke about this midwifery service and gave some 
of the data for 2000 to 2007 at the conference. 
In 2008 the northern program was assessed and midwives who graduate from this program 
can apply for full licensure by the Order de Sages Femmes du Quebec. This recognizes and values 
traditional pathways to learning midwifery. 
Communities on the Ungava Coast and James Bay Cree are also planning to provide similar 
midwifery services. Films honoring the wisdom of their elder midwives, Cree and Inuit, are available 
through the National Aboriginal Health Organization (NAHO) www.naho.ca . The elders speak 
about being with women during birth, and do not call themselves midwives. [Waapimaausuwin: 
Giving birth in Liyiyiu Aschii ( 45 min.) and Ancestral Women ( 48 min).] 
~ 
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NWT 
Two midwives provide maternity care for all childbearing families in the Fort Smith area 
through Health and Social Services. A midwife program has been established in Yellowknife. Here a 
midwife works through the Yellowknife Health and Social Services Authority. The demands for 
midwifery services outnumber the capacity of the program. There are three practicing midwives. 
[Midwifery legislation came into effect in 2005 with 3 midwives.] 
Nunavut 
With a change of government funds for midwifery education have been routed elsewhere. 
[Midwifery legislation 2008 waiting to come into effect.] 
Yukon 
No information available. 
New Brunswick 
On June 18, 2008 the Midwifery Act, Bill 11.5 received Royal assent. Progress continues 
towards publicly funded midwifery services. Midwives will be employees of the Regional Health 
Authorities and nurses will be second attendants at hospital births. Current plans are for two 
integration sites from June 2009 with a team of four midwives working from a community clinic in 
Fredericton and a team of four in the Peninsula. It is anticipated that midwifery teams will be added 
in third and fourth regions in 2010 and 2011 with a view to integration in all areas by 2015. 
[It is thought that New Brunswick is hoping that their first batch of midwives will be already 
registered elsewhere in Canada.] There is currently no midwifery association in New Brunswick as 
there are no practicing professional midwives. The midwifery advocacy group, Birth Matters, 
continues to be active. 
One midwifery research study during the past year examined the issue of informed choice 
within the existing maternity care system. The conclusion reached was that women's legal right of 
access to informed decision making was not assured in New Brunswick. Women accepting epidurals 
and cesarean sections are unaware of the potential short and long term sequella. Despite this lack of 
awareness, women are under the illusion that they are well informed. Women do not know what 
they do not know! Associations were uncovered between the distance involved for access to 
postnatal breastfeeding information and support, and breastfeeding duration, and also between 
persistent breastfeeding problems, premature cessation ofbreastfeeding, and postnatal depression. 
The fragmentation of care was found to inhibit access to information throughout the continuum of 
care, and this in turn was associated with adverse health outcomes. 
[Midwives Act, 11.5, passed 2008 waiting to come into effect.] 
Nova Scotia 
Midwifery legislation was passed in 2006 and in December 2007 a multidisciplinary 
Midwifery Implementation Committee was formed and guided by the Primary Health Care division 
of the Department of Health. The Midwifery Regulations Committee drafted regulations and bylaws 
and pushed for a financial commitment from the Department of Health, which was granted. The 
Department has committed to fund the Midwifery Regulatory Council which will comprise of three 
registered midwives, one nurse from the College of Registered Nurses ofNS, one physician from the 
College of Physicians and Surgeons ofNS and up to three public members. They have also 
committed to fund six full-time positions throughout the province for the first two years and 
• 
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budgetary planning intends to gradually increase these numbers yearly. Three model sites, IWK in 
Halifax, Guysborough Antigonish Strait Health Authority, and South Shore. Additional sites wish to 
observe the process. 
The Department of Health in conjunction with Health Canada funding for Internationally 
Educated Health Professionals (IEHP) has created a local assessment process for Internationally 
Educated Midwives (IEMs) who would be considered "practice ready" (no bridging required). 
Midwives across the country and those involved with the Midwifery Multi-Jurisdictional Bridging 
Program have allowed the piecing together of one-off assessment for the purpose of having a strong 
number of midwives in the first cohort. The assessment is moving forward with midwives from 
England, Scotland, Germany and Ireland. 
[Midwifery Act 107, passed 2006 waiting to come into effect.] 
Prince Edward Island 
A co-op feasibility study regarding opening a birth centre and women's health centre 
indicated that there is enough interest from consumers to proceed with a search for funding, and to 
seek support from the government. 
Canadian Midwifery Re~:ulators Consortium http://cmrc-ccosf.ca/ 
NB: The following is only a summary and the CMRC web site should be visited to see the full 
requirements for a midwife practicing in Canada. 
The Canadian Midwifery Regulators Consortium (CMRC) is a network of midwifery 
regulatory authorities from Canadian provinces and territories where midwifery is regulated. CMRC 
members are mandated through provincial or territorial legislation to ensure the protection of the 
public in their respective jurisdictions. As such, member regulators establish, monitor, and enforce 
midwifery registration requirements and competency standards for practice in their respective 
provinces or territory. While there are provincial/territorial differences in how midwifery is 
legislated, organized and practised, the basic model of midwifery practice is the same across all 
jurisdictions in Canada. Midwives provide care from early pregnancy through to six weeks 
postpartum to women and their infants. Canadian midwives respect the right of women to make 
informed choices about all aspects of their care, and to make an informed choice about the setting for 
her birth. In the CMRC web site the competencies required are listed. 
Since midwifery in Canada is regulated by province or territory, provincial/territorial 
competency documents take precedence over the CMRC document and are the ultimate source of 
information about what a midwife is expected to know and do in any specific province or territory. 
The Canadian Midwifery Registration Examination (CMRE) is a national written 
examination designed to assess applicants for midwifery registration to ensure that they meet 
entry-level competency standards set out in the Canadian Competencies for Midwives. Its goal is to 
ensure that midwives gaining registration are competent and safe practitioners providing a consistent 
standard of care across Canada. While the Canadian Competencies of Midwives describes what is 
being tested, the Exam Blueprint outlines the test parameters - how many questions on each 
competency area, contextual variables taken into account on the exam, and elements of 
standardization, such as the use of metric measurements. 
• 
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The Multi-jurisdiction Midwifery Bridging Project (MMBP) is a bridging program for 
qualified midwives educated outside of Canada. It is designed to help to learn how to use midwifery 
skills in a Canadian context The MMBP is to prepare midwives to meet the requirements for 
registering and practising as a midwife in British Columbia, Alberta, Saskatchewan, Manitoba or the 
Northwest Territories. Curr.ently MMBP is a 7-month pilot project and the course fee is$ 4,335.00. 
Other courses and expenses may be required to be able to demonstrate basic computer skills, have 
access to a computer and personal email address. To have knowledge of the Canadian health care 
system. To be able to meet the minimum required English language test score, or qualify for 
exemption from language testing, as outlined in English Language Requirements. 
In Ontario there is the International Midwifery Pre-registration Program (IMPP). The 
IMPP is designed to take 9 months. Some components are individualized, so some participants may 
finish the program more quickly or more slowly. The cost for participants in the 2007-2008 program 
was approximately $4,900.00, plus textbooks and clinical equipment (approximately $500.00), plus 
possible relocation costs for the three- to four-month clinical clerkship program. 
Some comments received from Kate Nicholls (NB) include that the MMBP and the IMPP are 
assessment programs and not teaching programs, apart from addressing identified gaps. Many 
foreign trained midwives have lots of births but no continuity of care, so that is often a condition of 
their registration, that they complete so many courses of care within the first twelve months. The 
Canadian model of care is much more comprehensive than the British model. Applicants really need 
to have had recent practice so they have no clinical challenges, and can work on their informed 
choice discussions. 
Midwifery Mutual Reco&nition A&reement on Labour Mobility in Canada 
Professional organizations, including midwifery, nursing, and others, developed agreements 
in 2001 in order to meet the NAFT A requirements. Pearl attended these meetings and on behalf of 
the Association of Midwives NL signed that the agreement was acceptable for a nonregulated 
province. At that time it was understood that the conditions would need to be met if a midwife was 
moving from one jurisdiction to another. It was not implied that all jurisdictions had to meet all the 
stated requirements. A summary is on the AMNL web site. Since this first signing the CMRC has 
been formed and for the current situation and a copy of the MRA document see the CMRC web site. 
Recent Publications 
Crane, D., & Moore, L. (Eds.) (2008). Great expectations. Twenty-four true stories about 
childbirth. Toronto: House of Anansi Press. 
Joyce, H. (2008). The Green Lady. Memoirs of a Glasgow midwife. Glasgow: Circle 49 
Publications Association. [Available in Canada: 417 Parkhill Terrace, Ladysmith, BC, V9G 1 V3. 
Cheques for $13.99 + $2.00 shipping made payable to "Helena Joyce Books".] 
Conference 
November 27-28, 2009. "Primary Health Care Partnership Forum, Building Research Capacity in 
Atlantic Canada". Fairmont Hotel, St. John's. Contact: Karen Griffiths, St. John's 709-777-6645. 
Midwives Wanted for Temporary Work 
Nunavik is looking for experienced midwives as temporary replacements in three locations. For 
information contact: Jennie Stonier, telephone: 819-255-8009; email: juststones@sympatico.ca 
ASSOCIATION OF MIDWIVES OF NEWFOUNDLAND and LABRADOR 
APPLICATION FOR MEMBERSHIP 
2009 
Name: 
----------------------------------------------------------------------(Print) (Surname) (First Name) 
All Qualifications: ----------------------------------------------------------
FullAdmess: ____________________________________________________________ ___ 
(home) 
Telephone No.------------ Fax No.-----------------
(work) 
E-mail Admess: 
-----------------------------------------------------------------
Work Address: 
----------------------------------------------------------------
Aueawhereworkmg: -----------------------------------------------------------
Retired: Student: 
------------ --------------
Unemployed: ------------------
List of Organizations of which you are a member (the Association receives requests from various organizations for 
representatives to review articles, attend conferences, be on committees). Your name would not be forwarded without 
your consent. 
Provincial: 
-----------------------------------------------------------------
National: 
-------------------------------------------------------------------
International: 
---------------------------------------------------------------
Would be interested in participating in a research project if asked: Yes 
--
No 
---
For midwives who pay $75.00 ($20.00 AMNL membership fee and $55.00 CAM membership fee): 
If you do not agree to your address, postal and Internet, being released to CAM tick here: No release: __ _ 
I wish to be a member of the Association of Midwives and I enclose a cheque/money order from the post office 
for: $ 
---------(Cheques/money orders only (no cash) made payable to the Association of Midwives of Newfoundland and 
Labrador). Membership and fmancial year from January 1 to December 31. 
To be a member of AMNL and receive the electronic quarterly AMNL newsletter $20.00 
For AMNL members also to be members of Canadian Association of Midwives (CAM) add $55.00 (Total $75.00) 
[$75.00 includes AMNL membership and CAM membership, including the 4-monthly CAM research/practice journal.] 
Membership for those who are residing outside of Canada $20.00. Correspondence will be by e-mail. 
Signed: Date: ------------------
Return to: Pamela Browne, Treasurer, Box 1028, Stn. C, HVGB, Labrador, NL, AOP I CO. 
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